OBJECTIVES: Effective communication is a critical component of quality health care, and to improve it we must understand its dynamics. This investigation examined the extent to which physicians' and patients' preferences for control in their relationship (e.g., shared control vs doctor control) were related to their communications styles and adaptations (i.e., how they responded to the communication of the other participant).
T he way in which health care providers and patients communicate with one another can have a significant effect on quality of care and health outcomes. Patients often are more satisfied with care, gain a better understanding of their health conditions and treatment options, are more strongly committed to therapeutic regimens, and even experience greater health improvement when they are more actively involved in medical encounters and when their physicians are more informative, supportive, and take into account the patient's perspective on health.
1±5 Although few would argue with the claim that quality of care in part depends on the quality of physicianpatient communication, researchers and clinicians still know little about the dynamics of communication process in medical consultations. We tackle these issues by adopting the perspective that, like other forms of social interaction, what unfolds during a particular medical consultation is in part a function of personal influences (e.g., the physician's and patient's individual communication styles) and in part a function of mutual influence (e.g., how each responds to the other's communicative actions). 5, 6 In this investigation, we examined personal and mutual influence on 2 sets of behaviors that are important indicators of patient-centered care, 7, 8 active patient participation (i.e., asking questions, stating opinions, expressing concerns) and physician partnership building (i.e., utterances that encourage, support, and accommodate patient involvement). Traditionally, researchers have studied physicians' and patients' styles of communicating with respect to personal and social attributes such as gender, ethnicity, personality, and education, to name a few. 9±12 While the study of sociodemographic influences on physician-patient communication is a worthy undertaking, more work needs to examine communication as it relates to doctors' and patients' beliefs about health care. A major contribution of the present study was to investigate how physicians' and patients' expectations for their relationship affect their communication with one another. We propose that one's orientation toward control in the doctor-patient relationship will be an important determinant of these patterns of communication.
Preferences for control can be placed on a continuum. At one end are those physicians and patients who prefer the more traditional doctor-patient relationship, one characterized by a powerful physician, an acquiescing patient, and a focus on disease and bodily functioning. At the other end is the consumerist perspective where the patient assumes control of health care and the physician serves as a consultant or advisor. 4 We predict that physicians oriented toward sharing control with patients will engage in more partnership building than will physicians oriented toward doctor control. For example, 2 studies found that women and younger doctors self-reported more patient-centered orientations than did male and older physicians. 13, 14 This may explain in part why female physicians tend to use more partnership statements and other forms of patient-centered behavior than do male doctors. 9, 12, 15 Second, we predict that, compared to patients oriented toward doctor control, those preferring shared control will be more active participants, particularly with respect to asking questions, expressing concerns, and offering opinions. Patients with preferences for shared control and involvement in decision-making tend to be female, more educated, and middle-aged. 13 ,16±18 These same patients also are generally more expressive and assertive in medical encounters than are male, less educated, and elderly patients.
10±12,19
However, because the interactants must cooperate and coordinate their responses to create a coherent and effective interaction, physician-patient communication is characterized also by mutual influence. That is, the communicative actions of one can significantly affect the response of the other. For example, a passive and uninvolved patient often becomes more participatory after the doctor has explicitly encouraged and shown interest in the patient's views. 10, 11, 20, 21 Conversely, prompted by a patient who asks questions and expresses concerns, a physician (even one with a controlling communication style) often will spend more time providing information and discussing issues raised by the patient because the doctor has been alerted to the patient's needs or because the doctor feels obligated to address issues of concern to the patient. 5, 10 Thus, a third hypothesis is that physician partnership building and active patients participation will have a reciprocal relationship such that increases in one lead to increases in the other. Finally, high levels of partnership building and active patient participation should characterize a consultation in which both doctor and patient are patient-centered, whereas few of these behaviors may occur when both physician and patient prefer doctor control. However, what happens when a doctor-centered physician interacts with a patient-centered patient, or vice versa? Thus, a final research question examines the effect of relational congruence on physician-patient communication.
METHODS

Research Setting and Participants
The data in this study were collected as part of the Physician Patient Communication Project in the Sacramento, California area. 16 Patients eligible for that study included adult, Englishspeaking patients of the participating physicians and who were at least``somewhat concerned'' about their health. Being concerned about a health problem was considered important because beliefs about medical care may be particularly pertinent when patients are at least somewhat worried about a health issue. 23 Patients were contacted 1 to 2 days before their appointment and screened for eligibility and interest in participating. During the 11-month enrollment period of the original study, 2,606 telephone contacts were made. Of these, 677 patients (26%) declined to participate and another 737 (28%) were deemed ineligible primarily because they had no significant health concern. Of the 1,332 eligible consenting patients, 1,071 (80%) completed screening forms, and 909 (68%) completed questionnaires at the scheduled visit.
Assessing Provider-patient Relational Orientation
Krupat and colleagues 13, 16, 24 have developed a brief, reliable self-report measure, the Patient-Practitioner Orientation Scale (PPOS), to assess clinicians' and patients' orientations toward control in their relationship. These orientations are relatively stable sets of personal beliefs and preferences about the physician-patient relationship. Lower scores reflect an orientation toward a more doctorcentered relationship (high doctor control, focus on biomedical issues) whereas higher scores indicate preferences for a more patient-centered relationship (sharing control, focus on the whole person). In this study, we used the 9-item Sharing subscale of the PPOS (see Appendix A). The Sharing scale assesses beliefs specifically related to sharing information and control along a shared control ± doctor control continuum. Responses are scaled using a 6-point Likert scale anchored by``strongly agree'' and``strongly disagree.'' Previous research has shown that the PPOS has good reliability (a = 0.75 to 0.88) and validity. 13, 14, 24 Physicians completed the PPOS scale prior to seeing any patients enrolled in the study. Eligible patients filled out the measure at the end of the screening interview but prior to their visit with the physician. The instructions, items, and response options for patients were identical to those for physicians. After the visit, patients provided basic demographic and personal information as well as completed other self-report measures pertinent to the original study.
Research Design
Because we were interested in primary care consultations, we selected only from those physicians (n = 34) whose practice was internal medicine or family practice. In addition, we sought to balance patient and physician gender within the research design, given that both communication behavior and beliefs about control in the physician-patient relationship may vary by physician and patient gender and by the gender composition of the encounter.
12±14
Because we wanted to compare the communication of physicians who differed significantly in their beliefs about control, we first selected the 10 physicians who scored highest on the PPOS measure. Fortuitously, these 10 were 5 males and 5 females. To get a gender match for physicians oriented toward doctor control, we had to sample the 13 lowest PPOS scoring doctors to get a sample of 5 males and 5 females. The scores for the high PPOS physicians ranged from 4.89 to 5.44 with a mean of 5.09, which was significantly higher (F = 70.08, P < .001) than the scores of the low PPOS physicians (mean, 3.71; range, 2.67 ± 4.22).
In the original data set, each physician had consulted with at least 12 to 20 patients. To get high and low PPOS patients, we attempted to select for each physician the 2 male and 2 female patients with the lowest PPOS scores and the 2 males and 2 females with the highest PPOS scores. This created an initial sample of 160 consultations: 20 physicians each interacting with 8 patients. However, because of audio recording problems (background noise that made utterances unintelligible, voices too faint to comprehend, recording malfunction), other family members in the room who actively participated in the discussions, and incomplete consultations (in some cases, the physician and patient left the exam room and did not return), a total of 135 recordings were suitable for verbal behavior coding.
In the final sample, each physician interacted with 5 to 8 patients, at least 2 of whom scored high on the PPOS measure and at least 2 who scored low. The mean PPOS score for patients preferring shared control was 5.33 (range 4.39 ± 5.54), which was significantly higher (F = 78.05, P < .001) than the mean score (3.07) for the doctor-control patient group (range 2.00 ± 4.33).
Verbal Behavior Coding
Operational Definitions and Coding. Patient participation and physician partnership building were coded from audiotapes using a system developed by Street and colleagues. Street's coding system has been used in other studies investigating the relationship of patient involvement to physician communication with coding reliabilities ranging from 0.65 to 0.97. 10, 11, 25, 26 Because of their potential to influence a doctor's behavior and medical decisions, 3 types of speech acts were coded as active patient participation: question-asking, assertive responses, and expressions of concern. Physicians' partnership building includes verbal acts that encourage patients to express their opinions, ask questions, talk about their feelings, and participate in decision making. 4, 5 Partnership building also includes responses that affirm or accommodate the patient's beliefs, opinions, preferences, and requests. The Appendix provides operational definitions and examples of active patient participation and physician partnership-building behaviors.
Compared to other types of speech acts (e.g., information giving by the patient, question asking and information giving by the physician), verbal acts of active patient participation and physician partnership building occur with relative infrequency (<10% of patient and physician utterances, respectively). 10, 25, 27 Thus, to code behaviors of interest, transcripts of the entire consultation were not necessary. Rather, coders used a procedure where they listened closely to the audio recording to identify targeted behaviors. Once they perceived that such a behavior occurred (e.g., a patient's question, a physician's partnership statement), coders then transcribed conversational turns both before and after the speech act(s) of interest.
After transcribing that portion of the dialog, the coders divided the discourse into``utterances,'' the oral analogs of a simple sentence. The coder then listened to that part of the tape again and, using the transcribed segment, placed the utterances into the relevant categories of patient participation and physician partnership building. Two coders who were unaware of the study's hypotheses were trained in the coding method. To establish reliability, both coders coded a subset of the consultations (n = 15) that were fully transcribed so that assessments could be made of coder agreement on unitizing utterances (that is, identifying a speech act for coding) and on categorizing utterances into particular categories. Reliability (Cohen's k) was sufficient for unitizing utterances (0.88) and for the patient's question-asking (0.91), assertive utterances (0.71), expressions of concern (0.77), and for the physician's partnership building (0.81). The 2 coders coded the remaining interactions individually and independently.
Verbal Behavior Measures. The frequency of the physician's partnership-building responses and the sum of the patient's active participation behaviors served as the primary communication measures in the analyses. However, to provide descriptive information on the interactive relationship between active patient participation and physician partnership building, we created a proportional measure of prompted patient participation by dividing the number of active patient participation behaviors immediately preceded by physician partnership building by the total number of participation behaviors for that interaction. The higher the proportion, the more the patient's active participation was in response to or prompted by the doctor's partnership building. Similarly, prompted partnership building was calculated as the ratio of a physician's partnering statements that were immediately preceded by active patient participation responses to the total number of partnership-building utterances.
Data Analysis
We hypothesized that: 1) physicians oriented toward shared control use more partnership building than physicians preferring doctor control; 2) patients wanting shared control are more active participants than patients preferring doctor control; and 3) active patient participation and physician partnership building mutually influence one another. Since patients were nested within physicians, we tested the hypotheses using 2 mixed random-fixed effects models (1 for physician partnership building and 1 for patient participation). 28 For physician partnership building, the predictors included the individual physician as the random effect, the patient's active participation, the physician's orientation toward control, the patient's orientation toward control, and the interaction between physician and patient control orientations.
To control for potentially confounding demographic variables, the patient's age, education, gender, income, ethnicity, and the physician's gender also were included as predictors. The model predicting patient participation was similar except that physician partnership building was the covariate. The physician orientation Â patient orientation interaction was included in both models because it assesses the effect of relational congruence and incongruence on patterns of communication. Table 1 presents demographic and other characteristics of the sample. Consistent with the larger sample 16 from which these data were gathered, patients preferring shared control were younger (F = 10.92, P < .01), more educated (F = 46.25, P < .001), and had higher income (F = 4.99, P < .05) than did patients oriented toward doctor control. The majority of the sample was white (72%), and the remaining patients were represented by Latinos (10%), African Americans (6%), Asian Americans/Pacific Islanders (4%), Native Americans (4%), and other (3%). Patients' demographic characteristics did not differ between physicians having either shared-control and doctor-control orientations. Patients averaged just over 11 active participation utterances per consultation (range 1 ± 62), a number that is comparable to other studies using this type of coding system. 9, 25 As shown in Table 2 , active patient participation was not related to the patient's ethnicity, education, and income or to the physician's gender. However, female patients tended to be more active participants (mean, 13.53 utterances) than were males (9.06 utterances). Although there was a trend (P < .06) for older patients to participate more than younger patients, this may be a statistical artifact since patient age was confounded with the patient's orientation toward control and since the raw correlation between participation and age was small (r = .10). Participation did not vary as a function of the individual physician. Physicians on average produced 3.17 partnership statements per consultation (range 0 ± 15). The random effect associated with individual physicians' use of partnership building only approached significance (P = .12). As shown in Table 3 , physician partnership building was not related to the physician's gender or to the patient's age, education, income, and ethnicity. However, physician partnership building was related to the patient's gender as doctors produced more partnership statements with male (mean, 3.67; SE, 0.45) than with female patients (mean, 2.62; SE, 0.42).
RESULTS
Overview
The Effects of Mutual Influence and Orientations Toward Control
As expected, active patient participation and physician partnership building were significantly correlated (r = .58, P < .001) and mutually predictive of one another in the statistical models (see Tables 2 and 3 ). In addition, approximately 14% of the patient's active participation was prompted by the physician's partnership-building efforts. Roughly one-third of physicians' partnership building followed a patient's opinion, concern, or question. These findings support the notion that partnership building and patient participation often have a relationship of mutual influence such that the occurrence of one can elicit the other. With respect to orientation toward the doctor-patient relationship, patients preferring shared control more often asked questions, expressed concerns, and were assertive (mean, 13.63 utterances; SE, 1.28) than were patients oriented toward doctor control (mean, 8.97; SE, 1.22; see Table 2 ). Contrary to expectations, however, physicians oriented toward shared control did not use partnership building (mean, 3.22 utterances; SE, .50) significantly more than did physicians preferring doctor control (mean, 3.08; SE, .49). The interaction between physician and patient relational orientation (i.e., the congruence effect) was not statistically significant (see Tables 2 and 3) . In other words, physicians and patients who were congruent in their relational orientations (i.e., both preferring doctor control or shared control) did not use partnership building or active participation to a greater or lesser degree than did relationally incongruent pairs.
DISCUSSION
As predicted, patients oriented toward shared control in the doctor-patient relationship asked more questions, expressed more concerns, and were more assertive than were patients preferring doctor control. However, physicians' beliefs about control were not related to their use of partnership building. This may be due to the smaller number of physicians (n = 20) compared to the number of patients (n = 135), or because we balanced physicians' gender with their beliefs about control. As mentioned earlier, women health care providers tend to use more partnership statements than do men 12, 15 and they generally have a stronger orientation toward sharing control. 13, 14 By balancing physician gender with orientation toward control, our research design may have nullified the potential influences of both on physician behavior. Second, consistent with other investigations, 10, 11, 20, 21 our finding of a reciprocal relationship between partnership building and patient participation supports the notion that communication in medical encounters is a process of mutual influence. Although some patients, such as those preferring shared control, are generally inclined to be actively involved in the consultation, other patients may need encouragement. In this study, approximately 14% of the active patient participation occurred only after being prompted by the physician's partnership efforts. Conversely, partnership building also serves to affirm and support patient involvement given that approximately onethird of the partnership statements were in response to the patient's expression of an opinion, concern, or question. Finally, although congruence in physicians' and patients' orientations toward control have been linked to outcomes such as patient satisfaction and intent to comply, 13, 16 we failed to find a relationship between relational congruence and physician-patient communication. Apparently, associations between congruence and the communication process are more complex than the simple notion that``congruence is good and noncongruence is bad.'' More research is needed to better understand what impact, if any, relational congruence has on communication in medical encounters. Although our results provided some support for our hypotheses, this investigation had several limitations. First, our focus on partnership building alone may have been too narrow for assessing how a physician's communication is related to his or her orientation toward control. We would have had higher scores of partnering behavior had we also assessed other``patient-centered'' responses such as paraphrasing, checking for understanding, vocal back-channels, statements of counseling and support, and nonverbal behaviors indicative of attentive listening. 7, 8, 29 Future research on physicians' orientation to the doctorpatient relationship should examine a broader range of behaviors that might be considered patient-centered.
Another limitation is the generalizability of our findings. Approximately 25% of the patients refused to participate and, of those who did, almost 30% failed to fully complete the questionnaires. In addition, we limited our sample to the patients of doctors scoring at the extremes of the PPOS scale. Future research should determine whether a larger sample would replicate our findings as well as provide greater statistical power for testing the effects of a physician's orientation toward control on his or her communication with patients.
A third limitation of this and related studies concerns the assessment of communication as a process of mutual influence. Correlational analyses identify covariation, but only imply mutual influence. Our effort to code the sequential connections between partnership building and patient participation behaviors is arguably a step in the right direction. However, in addition to coding how often partnership building elicited patient involvement, we also should assess how often it failed to do so. Such a measure would provide insight into the types of patient-centered behaviors that more effectively elicit patient involvement in care.
Limitations notwithstanding, however, the results of this investigation have several important implications for clinical practice. First, within any group of physicians or patients, individuals will differ in their beliefs about control in the physician-patient relationship. Although the PPOS measure is relatively brief, it may not be feasible for physicians to use it in their clinical practices. Instead, physicians could tap into patients' expectations for their relationship with the doctor by using simple partnershipbuilding tactics such as``Do you have any other issues that you would like to discuss?'' or``Do you have any preferences or concerns about how we should treat this?'' The patient's response to questions like these would provide information that the doctor could then use to formulate his or her own communication strategies for the consultation.
Second, our findings of mutual influence between partnership building and patient participation indicate that both patients and physicians can use their own communication to help the other be a more effective communicator. For example, if they are not receiving sufficient information, support, and personalized care, patients can engage in simple, but powerful communication tactics (asking questions, expressing concerns, offering opinions) that often will elicit more of these resources from physicians. 5, 10 A number of patient activation programs have been developed using a variety of educational methods including booklets, 30 videotapes, 31 multimedia programs, 32 and presentations by nurses and staff. 33 These interventions often are quite effective because patients may need little more than encouragement, a belief in the legitimacy of patient involvement, and a few communicative strategies (e.g., writing down questions and concerns, rehearsing) to increase their participation in the consultation. 34 Our findings also show that physicians can use partnership statements to stimulate greater participation from passive or uninvolved patients. 11, 20, 21 It is important to note, however, that partnership building and other patient-centered behaviors are communication skills that may require training to be used most successfully. For example, despite the fact that physicians in this study used more partnership statements with males, these patients still tended to participate less than female patients. To help physicians learn how to use patientcentered responses more effectively, training programs need to be intensive, provide opportunities for practice and feedback on performance, present role models, provide follow-up assessments and, importantly, have institutional support and incentives promoting the value of effective communication with patients.
34±36
Finally, what remains unanswered in this and related research is the ethical tension of whether patientcenteredness represents a partnership with the patient or an accommodation to the patient's expectations, even when these expectations call for high doctor control and a more narrow focus on biomedical health issues. However, apart from the physician's and patient's relational orientations, a case can be made for the value of patientcentered communication and for greater patient participation in the consultation. Even if a patient wants the physician to make the medical decision, he or she may still have questions or concerns that should be expressed and brought to the doctor's attention. This could contribute to better treatment plans in light of research indicating that the physicians' facilitation of the patient's expression of concerns contributes to patients feeling understood and to physician-patient agreement on the nature of the patient's problem. 29, 37 
